A few pregnant women may have a chronic haematological condition Range from before pregnancy; some acquire anaemia during pregnancy as a result )00-6000 of dietary changes and the metabolic demands of pregnancy on maternal and fetal physiology.
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Clinical anaemia is often asymptomatic in pregnancy as small falls below [10] [11] [12] [13] [14] [15] the widely accepted lower limit of haemoglobin concentration (10 5 g/dl) 2-0-13-5 are rarely accompanied by symptoms. Most anaemias in Britain are detected by blood tests done routinely at antenatal clinics. Occasionally, a 80-95 woman will present more quickly with symptomatic anaemia, especially in countries where malnutrition is common.
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Anaemia in pregnancy may have one of three main causes. 6-9 0 Lack of production of red blood cells, mostly because of low concentrations of iron and other blood synthesising precursors -for example, folate * Haemolysis of circulating blood cells * A chronic repeated blood loss. Most anaemias detected in the United Kingdom during pregnancy are due to lack of production of red cells, the haemopoietic system being unable to cope with the extra load of pregnancy because of a lack of iron or folic acid.
Iron deficiency anaemia
The haemodilution of pregnancy causes a fall in haemoglobin concentration of approximately 10 g/l. Iron deficiency in pregnancy is usually due to a diet deficient in iron; in rare cases iron absorption in the intestine is faulty. In the United Kingdom this condition occurs in about 10% of women and is usually detected in mid-pregnancy by routine tests.
During pregnancy the utilisation of the body's iron is increased. The total intake in pregnancy should be 700-1400 mg to allow for the increase in maternal haemoglobin concentration, fetal iron requirements, and uterine growth. Thus daily requirements rise from 3 mg a day in non-pregnant women to 6 mg a day in pregnancy. As absorption from the intestine is so low hundreds of milligrams of iron have to be offered each day to get a few milligrams across.
If the woman has iron deficiency anaemia with a haemoglobin concentration below 10-5 g/dl a blood film will show microcytosis and anisocytosis; the mean cell haemoglobin concentration and the serum iron concentration will be low if the iron deficiency anaemia persists. Serum ferritin concentrations are probably the best guide to the amount of iron stored in the body. The number of reticulocytes increases when the bone marrow responds to the anaemia.
Iron deficiency anaemia is best prevented by ensuring that the woman has a diet containing sufficient iron. Preferably this will entail eating foods with a higher iron content, including meat (especially liver and kidney); egg yolks; beans; peas; dark green vegetables such as spinach; and dried fruits such as apricots, raisins, and prunes. 
Folate deficiency anaemia
Folate deficiency anaemia is rarer than iron deficiency anaemia in the United Kingdom. Nowadays it is usually detected from red cell indices as an anaemia with a raised mean cell volume. All tissue production requires folate for the manufacture of DNA; in pregnancy folate demands are higher from both the fetus and the increased bulk of tissues in the uterus and breasts. As well as the increased requirements, there may be a deficiency in the diet. In developing countries this is often associated with a deficiency in other vitamins.
A After consultation with Professor Chamberlain a decision was made to waive the BM7's policy of giving measurements of haemoglobin concentration in SI units (g/l) for the articles in this series. The policy will, however, be maintained for all other articles.
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